by W D Wylie FFA RCS (St Thomas's Hospital, London) To my mind, anesthesia is now on a plateau. After the early pioneering and break-through of our nineteenth century forebears, the peaks of success were achieved in the 1930s, 1940s and 1950s, when practical skill, scientific knowledge and, in this country, the National Health Service, all combined to create a thriving specialty. As a result, in the hands of expert and experienced anesthetists there are so few surgical needs that cannot now be met with negligible risk to the patient that it is difficult to forecast where there can be further major advances in anmsthesiaadvances, that is, that will materially benefit most patients. I do not intend to imply that we have achieved perfection, since this is far from being the case. There is ample opportunity for investigation and for research. But the future of anesthesia will depend very much on our ability to maintain and increase its fascination as a clinical subject so that a plentiful supply of young doctors of high calibre is drawn to it. We cannot afford the luxury of complacency in this respect, since there is evidence that the picture of anesthesia presented to these young men and women is no longer so attractive as it was.
There are three facets of anesthesia that make up the whole picture and no single one can be considered in isolation, although the third is limited in its application to undergraduate teaching hospitals. First and by far the most important is the pattern of anesthetic practice in this countrythe clinical work of the trained anesthetist. Since a consultant post is the ultimate aim of most young doctors who enter the specialty, the work to be carried out must be interesting, satisfying and organized, if it is to capture the allegiance of prospective and junior aresthetists. Second is the education and training of post-Meeting October 41963.
President's Address [Abridged] graduates: the system must be tailored to the ultimate goal of consultantship; it is not simply a matter of passing on a working knowledge of the theory and practice of anesthesia but also an introduction to and preparation for the sort of life that, ultimately, the trainee is likely to lead. The standard set and practised in this respect must be the minimum upon which the trainee can build. Third is the introduction of undergraduate students to anaesthesia. Apart from capturing the interest of young men of calibre, I believe some introduction to this specialty to be an essential component of a general medical education, not only because anmsthesia is part of the profession of medicine and a necessary, if small, part of the making of a whole doctor but also because anesthetists have much to offer medical students in bridging that difficult gap between basic science and clinical practice. We need to give undergraduates the opportunity to enter into the life of an aneesthetic department where they can see all aspects of the specialty. This can best be achieved by two or three of them living in the hospital forabout two weeks. The emphasis in teaching should be more on the scope of anesthesia, its overlap with other clinical subjects and how it links basic science with the work of the practising doctor than on the practical administration of anmesthetics and the care of unconscious patients.
The Pattern ofAncesthesia
The prime function of an anrsthetist is to give anmsthetics, but the scope of anesthesia is very much wider. To quote from a memorandum of the Association of Anesthetists: 'The anasthetist should advise the surgeon upon the suitability of patients for surgery, should order whatever preparatory treatment may be required to improve their fitness, should maintain their bodily condition during the operative procedure and care for them afterwards as regards their recovery from the stress of operation and anresthesia.' There are also many associated clinical activities that may 9 97 come within the ambit of an anesthetist. These range from the resuscitation and intensive care of patients suffering from a variety of acute conditions to the treatment of those who suffer from chronic intractable pain. This clinical work of an anmsthetist can be supplemented by the addition of three disciplines, namely further education, research and teaching. Time to study and improve one's knowledge is always to the ultimate advantage of the patient and should be an integral and continuing component of the working life of every doctor. I do not believe research to be an essential part of all consultant practice: during the training years the methods of research and investigation should be taught and if possible practised, so that the enormous amount of material nowadays published in the scientific journals can be critically assessed; of course, any consultant with good ideas should be encouraged and helped to develop them. As things are, practically all consultants are expected to teach but our general attitude to teaching is, to say the least, ambivalent; some centralization in teaching must surely come in the near future.
This sparse outline represents the barest bones of the proper pattern of anesthesia but I wonder whether it is an ideal that only favoured hospital departments or individual anesthetists have been able to achieve. The possession of a consultant position represents a pinnacle after the training period. Seven long years, two difficult examinations and an enormous amount of labour, both mental and physical, should not end in an anticlimax of mental dissatisfaction. Yet it is my view that this is sometimes the case and that the fault does not always lie with the individual but often with the system.
Consultant Anwsthetic Practice
Many consultant anesthetists both in University and in Regional Board hospitals spend too much time in the operating theatre and too little utilizing their natural talents and the fruits of their training for the benefit of patients.
There are many reasons for this but the sheer number of patients needing anesthesia is the principal one. Close behind is the traditional organization of British surgical and anTsthetic practice and its more recent incorporation in the National Health Service. This is an organization that many teaching hospitals have been loath to improve on: the best of it is team worka combined effort for the good of the patient by a surgeon and anaesthetist who work together; the worst of it is the tying of an anTsthetist's time to lists, so that pre-and post-operative ward work and other essential activities are not carried out properly. Undoubtedly some anesthetists are content to limit their work almost entirely to the technical field but the inability or unwillingness of the powers-that-be and, sometimes, of their medical advisers to plan things in a better manner and to make the best use of a highly trained doctor is the essential difficulty.
A further weakness of our present system is that, in departments, typically obstetric, radiological, out-patient and casualty, patients are frequently left to the care of junior and inexperienced anesthetists; this is convenient in a sessional system but is neglectful of the opportunities for a worth-while expansion of our anmsthetic services; it is also wasteful of the special skills of properly trained anmesthetists, for there are several examples of a special anmsthetic requirement being met inadequately or not at all. Such is the situation in regard to obstetric analgesia and aneesthesia. how many obstetric departments can boast that they are able to obtain the services of a trained anesthetist to administer or supervise obstetric analgesia, as opposed to anTsthesia, even when it is essential ?
A subsidiary danger of our present system is delegation. I am not here referring to the actual administration of an anaesthetic but to the care of patients outside the operating theatre. It is all too easy to accept the opinion of another doctor on a patient's physical state, to evade even the courtesy of a kind word to a patient the day before operation and to allow someone else to pre-and postmedicate the patient. Delegation is an important part of our National Health Service, as well as being an essential factor in our training system; I am certainly prepared to defend itprovided that it is subsidiary to and not the main structure of our anesthetic practice: routine delegation tends to reduce the anesthetist to the functions, though not the status, of a technician. Other doctorsparticularly junior onesrapidly realize this. Delegation has, too, medico-legal implications.
Perhaps I have overstressed some weaknesses in the pattern of consultant practice but, if I have done so, it is to draw attention to the ways in which we need to progress if anesthesia is to continue to hold a clinical interest. The most important need is for a greater integration of the services of trained anxesthetists into the whole hospital service as opposed to operating theatre practice only. I place competence and experience in the administration of anesthetics at the top of the list of essential qualifications in a consultant anmesthetist but this sort of proficiency, though the hallmark, is no longer enough by itself. The ramifications of disease and therapeuticallyinduced problems are too intimately bound up with the anaesthetic, the operation and the postoperative state of the patient to be dealt with by anything less than an organized and regular attendance of the anmsthetist at ward rounds and out-patient clinics. An anesthetist should not work in splendid isolation on the wards, only slipping in to see patients between or after lists: planned ward roundsor out-patient clinicsor, better still, combined ones with the surgeonare likely to be more fruitful sources of help to the patient and the surgeon.
It may be thought that such an approach is uneconomic, making work where none is necessary, repetitive of part of the surgeon's functions and worthless for most patients since they are likely to be normal risks in the anisthetic sense. But a full medical examination of the patient is rarely, in my experience, carried out by a consultant surgeon, although, in hospital practice as opposed to private practice, it may be by his house surgeon. In any event I am not recommending routine examination but regular supervision of the medical care of the surgical patient. This is just as important in the postoperative as in the pre-operative period, especially during the first forty-eight hours when analgesia, pulmonary and circulatory function and fluid balance may require active consideration. In this respect I have been impressed by the contribution made to anmsthesia by many aneesthetists with a grounding in more than one branch of medicine. Although it may be coincidence, it is interesting to note the present eminence of several anmsthetists with experience of handling patients in general practice. In his Presidential Address at the 1963 annual meeting of the British Medical Association, Sir George Pickering drew attention to the two series of events that endanger the character of medical practice: they are the application of scientifically exact techniques to the investigation and treatment of the patient and the growth of specialization. Unless we are careful, both of these, if taken to their logical conclusion, will tend to oust the doctor in anmsthesia.
As the picture of the hospital practice of medicine changes during the ensuing years it is likely that four aspects of patient care affecting the anesthetist will increase in importance: these are the application of methods of measurement to the routine assessment of a patient's physical condition, the use of out-patient facilities for surgical and other investigations and perhaps for small operations, the demands of accident services and the centralization of some patients into postoperative recovery wards and intensive care units.
The investigation, by methods of measurement, of surgical patients who are handicapped by diseasecirculatory or respiratory disease, for examplerequires skill, time and facilities; it is a logical and frequently essential extension of their ordinary pre-and post-operative care and it is equally important for non-surgical patients in an intensive care unit. Above all, much of it falls properly into the field of the anmsthetist. In my experience few surgeons have the necessary training or experience in this aspect of patient-care, while physicians, even when interested, rarely have the time to be continuously helpful.
The plannedinvestigation and, possibly, surgical treatment of patients as out-patients seems a logical means of saving hospital beds and cutting down waiting lists but it needs to be carefully organized if some are not to suffer. I mention this not merely because it will undoubtedly increase the need for anesthetic services but because I believe the anaesthetic will have more effect on such patients at this time than the investigation; the most efficient and economical manner in which to assess their fitness is to have an anesthetist taking part at the initial surgical out-patient clinic. This will relieve the surgeon of some of the burden and should at once place the onus for the most dangerous part of the projected out-patient procedure where it rightly belongs. It is self-evident that anesthetists have a part to play in accident services. Resuscitation is often an essential requisite and the help of a specialist in this field a principal, rather than a secondary, need. But there are accidents of nature as well as of man; the spate of literature on the results of the immediate and long-term treatment of cardiac and respiratory arrest from medical, surgical and other causes is of itself an indication of the value of the services that a well-organized anesthetic department can supply. In my own hospital the Department of Anesthetics maintains a twentyfour-hour emergency resuscitation service that covers all out-patients and in-patients; it comes into action on an average four or five times a week.
Recovery and intensive-care wards are at last becoming more widely available in our hospitals. I see these as two quite separate entities, both requiring the services of trained anesthetists. Such units are likely to offer the greatest challenge to the future of clinical anesthesia. Certainly for an intensive care unit the anesthetist concerned will need a wide knowledge of what, for want of a better name, I will call physiological medicine.
As a member of the staff of a university teaching 11 99 hospital I am frequently told that theories based on clinical practice in such an institution are unlikely to hold water in the larger-than-life environment of a busy Regional Board hospitalparticularly when staff is short and patients omnipresent. This I appreciate, but the difficulties of staffing, though superficially different from the problems of providing a full and useful clinical life for the trained anesthetist, may have a common origin, or perhaps a common end, in our educational and training system. Like the chicken and the egg, I do not know which is of primary importance.
Postgraduate Education and Training
In his Presidential Address on 'Teaching in the Regional Hospital' Dr Shackleton (1963) surveyed the existing system of postgraduate education in this country and told us of the excellent project for teaching that had been launched in the Wessex Hospital Region. His theme was that teaching in each region should be based on a number of hospitals or hospital groupseach hospital or hospital group being a postgraduate teaching centreand that, as a corollary to this, training posts should be in these hospitals, while all the non-teaching hospitals should be staffed by trained personnel only. Such a degree of centralization seems essential if postgraduate education and training are to become a reality for every anesthetic house officer and registrar but I certainly do not wish to see a completely stereotyped educational system throughout the country. Freedom to experiment in both the organization and the content of the training of post-graduates is as essential as freedom of choice in the therapeutic sense. I prefer progress even at the expense of equality throughout the country.
If suggestions concerning the work of a consultant anmesthetist are to come to fruition then the prospective candidates for such a post must not only be capable of understanding and carrying out the clinical and technical aspects of the work envisaged, they must also be able to contribute a balanced opinion to the total care of the patient and to assume responsibility for the patient's physical and mental health. Only then will they be able to hold their own and, indeed, step ahead on those nowadays-not-infrequent occasions when anesthesia, surgery and medicine overlap.
The three primary aspects of the training curriculum in anmsthesia are technical and scientific, clinical, and academic. I use the words 'technical and scientific' advisedly, first in respect of the actual adminis-tration of an aneesthetic, second in relation to the investigation and measurement of a patient's vital functions. Too many doctors are frightened of the word 'technical', but I see no disgrace in encouraging a high standard of technical competence in all aspects of the administration of anmestheticslocal as well as general. One of the late Professor Ronald Woolmer's most important contributions to our specialty was the emphasis he placed on measurement. As he put it . . v 'Anesthetists ... must above all be well informed about the state of the patient'. Taken in the widest sense this includes the state of the patient not only during aneesthesia, but also in the preand post-anesthetic phases. While the measurement of the basic parameters such as pulse rate and blood pressure is hallowed by history, the ability to record with great accuracy other facets of human physiology is a relatively recent innovation, the import of which has not yet become fully apparent to many clinicians. It seems likely that anaesthetists, like many other hospital doctors, will need to have a thorough knowledge of these methods of measurement if they are to assess their patients both accurately and with benefit. Practical competence and familiarity with technique normally come early in the specialty of anmsthesia when, as is usually the case, there is a plentiful supply of patients. It is therefore important to instil a questioning approach in the mind of the young anmsthetist rather than allow him to become set in didactic routine ways. Dexterity must be combined with a professional rather than an instinctive knowledge of each patient's need. For the first year or two in his career in anmsthesia the trainee needs the same sort of personal, continuous supervision and help, in and out of the operating theatre, that a good consultant surgeon gives to his house surgeon in both the professional and technical sense. Although such a system limits the quantity of practical work carried out by the trainee in the operating theatre, it offers an apprenticeship to the total anesthetic care of the patient. This is the basis of the clinical part of anesthetic training. It should also, if the consultant knows his job, foster the seeds of anesthetic discernment which are of such incalculable benefit during the ensuing years as a registrar when a great deal of practical work is necessary. I suggest a system of anesthetic 'firms' or 'teams' in a teaching centre: one or two consultants, a registrar and a house officer working together to provide a service to patients for perhaps two surgical firms and one special department, such as radiology. Several such teams would constitute a department and the trainees would change from firm to firm at regular intervals. The details, which can obviously be altered in terms of the number of personnel concerned and services provided, are unimportant but the principle of working together as a coherent, not too large, anxsthetic firm seems to me the best way of providing an efficient clinical service both in and out of the operating theatre and at the same time offering an organized way of life, with a sense of purpose behind it, to the trainee. It should also provide continuing experience in the handling of conscious patients and allow the trainee the opportunity to strengthen the somewhat flimsy foundation of his general medical knowledge.
Even so, a good case can be made for a prospective consultant aneesthetist spending part of his training period in the postgraduate practice of some other branch of medicine than aneesthesia, particularly if this enables him to become equipped with the sort of knowledge that has a value in some special field of anesthesia.
If an anesthetic firm can provide an organized introduction to anesthesia and subsequently add to this supervision and delegation at the clinical level, then the department as a whole should be able to offer not only the refinement of variety and, at a later stage, a grounding in research, but also proper academic instruction. In this must be included education and training in the science of anesthesia, with particular emphasis on methods of measurement. It is unfortunately at this academic aspect of education and the lack of its relationship to our examination system that so much criticism is nowadays levelled. Our educational system tends to pay lip service to the principle of academic trainingparticularly on its more scientific sidewhile our examinations, set apart as they largely are from our amateurish training organization in the National Health Service, encourage the trainee to acquire the maximum amount of factual knowledge in the shortest period of time. For many young doctors this becomes a pure feat of memory so far as science is concerned; for some others, highly competent and understanding in every other way, failure to master these facts spells the end of a promising career in anesthesia. We must experiment and attempt to evolve a postgraduate educational plan that ensures training in the art and science of clinical anesthesiaexaminations being altered to test his knowledge. Success in the Fellowship in Anesthesia should bear a greater relationship than hitherto to the quality of postgraduate work. The primary examination ought to assess the candidate's practical, as well as his theoretical knowledge, of science in aneesthesia, rather than respeat the second MB examinatioa; the final might well represent the culmination, rather than the start, of several years of training. In fact we need to encourage a shift in emphasis from examinations towards the system of training.
Conclusions
The clinical practice of anasthesia is the foundation of our specialty. We live in an age of specializationand specialization is intensified within the narrow confines of the National Health Service. To such an extent is this so that the complete doctorthe professional man or woman who sees the patient mentally and physically as a wholeis tending to disappear. There is a danger that the specialty of anaesthesia may be stifled by the narrow channels in which hospital clinical work nowadays tendsto run. The next ten years or so are likely to be particularly challenging to all doctors who practise hospital medicine. Many new hospitals are being built and new ideas are needed if these buildings are to be staffed and run in a progressive manner so that patients receive the best and most efficient medical care. There are ample opportunities for anaesthetists to share in these advances and at the same time to make certain of the continuing. fascination of the specialty as a worth-while part of medical practice.
